INCIDENCE Association Football
There is a high incidence of knee injury in soccer. In one first division club over the past four seasons there had been 90 direct trauma injuries, but during the past year there had been no fractures, and during that period there had only been four meniscectomies, one being a revision procedure. There appears to be a higher incidence of damage of the ankle and the knee and this is probably reflected in the nature of the game.
Rugby Football Over the Past Ten Years In the ten years up to 1977 there were 150 injuries of all sorts at Twickenham. Walkden (personal communication) states there has been a high increase in the number of injuries since 1965. Only 3.6% of these injuries were fractures. Of the total number of injuries 50% were in the upper limb, head and neck, ie from the shoulder and arm upwards, which is not surprising.
At the rugby festival in September, 1979, at Wembley 14 teams competed. Each played 15 a side rugby for ten minutes each way. At the end of nine hours of rugby three doctors had collectively dealt with 33 injuries. Very largely these were above the shoulders or arms, being cuts on the head, bruised hands!, sore necks and shoulders and one head injury requiring hospitalisation. There was only one knee injury and this was not serious. There were two back injuries, also not serious. Adams, 1973 , analysed 1,000 cases of injuries in rugby and reported a high incidence of fractures at 15.7%. This is higher than the author's experience. There were 27.5% ligamentous injuries and 11.3% were injuries to the knee, that is 40% of all ligament injuries were to the knee. The knee may be locked. On inspection there is usually pain along the line of the knee joint on pressure, most acute at the site of the lesion. Pain will be felt on the medial joint line in a damaged medial meniscus on external rotation of the tibia on the femur. An exception to this is the posterior horn of the lateral meniscus in which pain is felt on the back of the knee on external rotation of the tibia on the femur.
Arthroscopy may confirm the diagnosis and also avoid exploration in the doubtful case where the meniscus is intact. Even should meniscectomy be necessary it is now possible to remove a number of these lesions by a double puncture technique using an arthroscope (Dandy, 1979 - 
personal communication).
Where the meniscus is torn peripherally but remains stable on viewing through the arthroscope, it is my belief that this appearance may be left to heal spontaneously, particularly if it is only a few millimetres in length. Further, more extensive tears may be repaired in It should always be remembered that locking may be caused by a loose body as well as by a torn meniscus and also that severe temporary spasm may result from pain on compression of an injured patella, bearing on the femur.
INFRAPATELLAR SYNDROME Less dramatic injuries are seen in the line of the infrapatellar ligament from the lower pole of the patella to the tibial tubercle. Long jumpers and high jumpers particularly, sometimes get pain below the knee accompanied by swelling on either side of the lower pole of the patella and the ligament. Pain on patello-femoral compression may mask instability of the patella or an avulsion lesion on the lower pole of the patella similar to tennis elbow. These conditions may appear to resemble an indefinite meniscal lesion at the anterior horn but the centralisation of discomfort and the absence of other confirmatory signs should indicate where the problem lies.
Pain on climbing up staris is indicative of lesions at the lower pole of the patella or infrapatellar ligament: on descending at the upper pole of the patella. Radiographs frequently show an elongated patella with a long inferior pointed pole, a significant proportion of which is non-articular. That there is severe damage to the knee will be selfevident from the history and the demeanour of the injured. Careful examination may well elicit abnormal movement at the knee joint. The relative movements of the injured knee must always be compared with those on the non-target limb.
Incapacitating injuries will require stabilisation, usually operative, but it is remarkable how sportsmen and non-competitors can adapt to minor ligamentous and sometimes major ligamentous strains.
In general the management of the knee remains as with any other clinical lesion, consequent upon the recognition of the lesion. An index of suspicion and * rvh persistence will lead to correct diagnosis and correct treatment, and the doctor must not be put off by the knowledge that a particular patient is known to be a "moaner". That should not prejudice thorough investigation as this time the patient may be right! 
